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Dodge, Tamara

From: Vasby, Tara

Sent: Tuesday, December 29, 2009 10:41 AM
To: Dodge, Tamara

Subject: RE: Draft - Request for Sub 2 to AB207

On point two, | think your wording is fine. | agree with you.

On point one - all health care facilities and their billing offices have to use a universal health care
billing code system - which | believe is Federally managed. But let me see if | can identify exactly
what it is called. Dick Sweet might know if he's around this week.

Thanks!

Tara Vasby

From: Dodge, Tamara

Sent: Tuesday, December 29, 2009 10:04 AM
To: Vasby, Tara

Subject: RE: Draft - Request for Sub 2 to AB207
Tara,

| have some questions about the new changes for the Sub 2. First, do all providers use revenue codes? | hadn't heard of
them before. Who uses them (internal billing, providers, etc.) and do they appear on the bill that the patient sees? | am
concerned about just using the term “revenue code” with no other reference to where the code is or what it is used for.
Note that | am writing the statute from the perspective of what the patient sees not what the provider does.

Second, with the recommended changes, the intro to sub. (2) and the paragraphs do not seem to work together. The intro
refers to the provider itemizing a charge, which means to me that a separate charge may appear on the same bill as the
other charges. The paragraphs now refer to getting two separate bills not two separate charges. What if the provider bills
the provider charge and the clinic charge on the same bill? | want to make sure that the bill covers all the diverse billing
systems and methods used by all health care providers, presuming that is what you want to do with this bill. Could | still
refer to the separate charge for clinic use and say “or may receive more than one bill for the office visit.” This would cover
instances where the charge for clinic use comes as a separate item and when it comes on a separate bill.

Thanks.
Tami

Tamara J. Dodge

Attorney

Wisconsin Legislative Reference Bureau
P.O. Box 2037

Madison, WI 53701-2037

{608) 267 - 7380
tamara.dodge@legis.wisconsin.gov

From: Vasby, Tara
Sent: Monday, December 28, 2009 10:27 AM
To: Dodge, Tamara
Subject: Draft - Request for Sub 2 to AB207

Tamara,

We are going to need a substitute amendment 2 to AB207. Based on Sub 1, plus AA1 to ASA1 but

with the following changes. The public hearing on the issue is tomorrow, but | totally understand that
it is next to impossible to have this ready by then. We do intend to hold an executive session on the

1



bill on January 12, 2010 and would like the sub 2 to be ready by January 6th if that's possible. | need
to take it around to committee members. Thanks much!

Tara Vasby

Leg. Assistant

Rep. Chuck Benedict

1 - Replace all references to "facility use charge" with "Charge for Clinic services". This is the
preferred terminology of the Hospitals.

2 - Page 3, lines 17-25 of Sub 1 - replace with something similar to:

If a health care facility or health care provider itemizes a charge for clinic services provided during a
patient's visit with a health care practicioner, as defined by the use of a revenue code inidicating clinic
services (NOTE, they are currently 510 — 519) the health care facility or health care provider shall do
all of the following:

A - If the appointment is made in person or over the telephone, at the time the appointment is
made notify the patient orally that the patient may receive more than one bill for the clinic visit
covering services related to the clinic and services provided by the health care practicioner, and
that the patient should check with his or her insurer to determine whether the insurer covers the
charges.

B - If the appointment is made by the patient electronically, then within 24 hours the paitent must
be notified through written or electronic correspondence that the patient may receive more than
one bill for the clinic visit covering services related to the clinic and services provided by the
health care practicioner, and that the patient should check with his or her insurer to determine
whether the insurer covers the charges.

C - Upon the request of the patient and before the end of the next business day after the day on
which the appointment is made, provide the patient with a good faith estimate of the charge for
clinic services. '

3 - Delete starting from page 3, line 25 through page 4, lines 1-4. So, the sentence reads, "provide a
patient with a good faith estimate of the facility use charge.”

4 - We have also been trying to address the issue of "subsequent appointments". For example, you
make your initial appointment and they say, come back in 4 weeks and you leave the office and
make an appointment at the desk that day.

Language offered by Dick Sweet on ""subsequent appointments"
Page 4, after line 6 insert:
(2m) Subsection (2)(a) and (b) do not apply to a patient office visit if all of the following conditions are met:

(a) The health care facility or health care provider has [previously] [within the 90 days prior to the
appointment] provided the patient with the required notification and good faith estimate under sub. (2)(a)
and (b) for an office visit.

(b) The current office visit is for the same services as the services provided in the office visit under par. (a).

2



The 2 bracketed items are options for dealing with prior notice and estimates.

Our office feels that the 90 days is appropriate, so this language is fine.



Dodge, Tamara

From: Vasby, Tara

Sent: Tuesday, December 29, 2009 10:46 AM
To: Dodge, Tamara

Subject: RE: Draft - Request for Sub 2 to AB207

Here is the title of the code system - Healthcare Common procedure Coding System

| realize this link is Wikipedia, but based on my quick Google search, this is the most comprehensive
explanation:
http://en.wikipedia.org/wiki/Healthcare_Common_Procedure_Coding_System

So, perhaps it is referred to in statute as Healthcare Common Procedure Coding System? Is there
any reference to it in Medicaid related statue?

From: Dodge, Tamara

Sent: Tuesday, December 29, 2009 10:04 AM
To: Vasby, Tara

Subject: RE: Draft - Request for Sub 2 to AB207
Tara,

| have some questions about the new changes for the Sub 2. First, do all providers use revenue codes? | hadn't heard of
them before. Who uses them (internal billing, providers, etc.) and do they appear on the bill that the patient sees? | am
concerned about just using the term “revenue code” with no other reference to where the code is or what it is used for.
Note that | am writing the statute from the perspective of what the patient sees not what the provider does.

Second, with the recommended changes, the intro to sub. (2) and the paragraphs do not seem to work together. The intro
refers to the provider itemizing a charge, which means to me that a separate charge may appear on the same bill as the
other charges. The paragraphs now refer to getting two separate bills not two separate charges. What if the provider bills
the provider charge and the clinic charge on the same bill? | want to make sure that the bill covers all the diverse billing
systems and methods used by all health care providers, presuming that is what you want to do with this bill. Could I still
refer to the separate charge for clinic use and say “or may receive more than one bill for the office visit.” This would cover
instances where the charge for clinic use comes as a separate item and when it comes on a separate bill.

Thanks.
Tami

Tamara J. Dodge

Attorney

Wisconsin Legislative Reference Bureau
P.O. Box 2037

Madison, WI 53701-2037

{608) 267 - 7380
tamara.dodge@legis.wisconsin.gov

From: Vasby, Tara
Sent: Monday, December 28, 2009 10:27 AM
To: Dodge, Tamara
Subject: Draft - Request for Sub 2 to AB207

Tamara,

We are going to need a substitute amendment 2 to AB207. Based on Sub 1, plus AA1 to ASA1 but

with the following changes. The public hearing on the issue is tomorrow, but | totally understand that
it is next to impossible to have this ready by then. We do intend to hold an executive session on the

1



bill on January 12, 2010 and would like the sub 2 to be ready by January 6th if that's possible. | need
to take it around to committee members. Thanks much!

Tara Vasby

Leg. Assistant

Rep. Chuck Benedict

1 - Replace all references to "facility use charge" with "Charge for Clinic services". This is the
preferred terminology of the Hospitals.

2 - Page 3, lines 17-25 of Sub 1 - replace with something similar to:

If a health care facility or health care provider itemizes a charge for clinic services provided during a
patient's visit with a health care practicioner, as defined by the use of a revenue code inidicating clinic
services (NOTE, they are currently 510 — 519) the health care facility or health care provider shall do
all of the following:

A - If the appointment is made in person or over the telephone, at the time the appointment is
made notify the patient orally that the patient may receive more than one bill for the clinic visit
covering services related to the clinic and services provided by the health care practicioner, and
that the patient should check with his or her insurer to determine whether the insurer covers the
charges.

B - If the appointment is made by the patient electronically, then within 24 hours the paitent must
be notified through written or electronic correspondence that the patient may receive more than
one bill for the clinic visit covering services related to the clinic and services provided by the
health care practicioner, and that the patient should check with his or her insurer to determine
whether the insurer covers the charges.

C - Upon the request of the patient and before the end of the next business day after the day on
which the appointment is made, provide the patient with a good faith estimate of the charge for
clinic services.

3 - Delete starting from page 3, line 25 through page 4, lines 1-4. So, the sentence reads, "provide a
patient with a good faith estimate of the facility use charge.”

4 - We have also been trying to address the issue of "subsequent appointments". For example, you
make your initial appointment and they say, come back in 4 weeks and you leave the office and
make an appointment at the desk that day.

Language offered by Dick Sweet on "subsequent appointments"
Page 4, after line 6 insert:
(2m) Subsection (2)(a) and (b) do not apply to a patient office visit if all of the following conditions are met:

(a) The health care facility or health care provider has [previously] [within the 90 days prior to the
appointment] provided the patient with the required notification and good faith estimate under sub. (2)(a)
and (b) for an office visit.

(b) The current office visit is for the same services as the services provided in the office visit under par. (a).
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The 2 bracketed items are options for dealing with prior notice and estimates.

Our office feels that the 90 days is appropriate, so this language is fine.
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1 AN ACT to apfend 40.51 (8), 40.51 (8m), 66.0137 (4), 120.13 (2) (g), 185.981 (4t)
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Onov Sé % o statutes; relating to: requiring that patients be informed of an
-l .
C%:evg 51 Q@%Wand requiring disclosure
of insurance coverage of facility use cha@ma C\(\&YSQ. For ohinie Srvices
ﬁ\ - k’\ Analysm by the Leglslat1ve Reference Bureau
= ¥

m substltute am\ ndment_ 1 reqmres heql\tw care Tacility or - héalth care™

provider that 1temlzes a Cha.rge for tise of the, fac111ty notify-a pat1ent orally af the
{ time the appomtmerit 1s made;-that it will 1mpose the férclllty use\charge Before the ;
i end of the next busmess\day after the appomtme t is made, the h’aalth cdre fac1l1ty\ ff
i or heaIth care prowder niust prov1de the patient with a goad faith és\:amate of the |
facility use charge, The heqlth care facility~qr health care pg\owder\on any.bill

1mposmg th charge ust identify the facﬂlty\g}e\charg s a "facility feelput may |
e\hg, use charge dlfferent from the amount glven in“the go '@,

AR

ot e b ot s A S st

Begmnmg on January 1, 2011, this substitute amendment also requires health
insurance policies and self—insured governmental and school district health plans to

disclose in a policy, plan, or certificate of coverage all of the following regarding the
acility use char
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and to what extent the charge’is (Mg%he policy or plan imposes
limitations on the coverage of the facility use chargg, and whether a patient’s
payment of all or part of the@acility use charg®counts toward any deductible under
the policy or plan. The disclosure requirement applies to individual and group health
insurance policies, including limited service health organizations, preferred
provider plans, defined network plans, and cooperative sickness care associations;
to health care plans, including a self-insured plan, offered by the state to its
employees; and to self-insured health plans of a city, town, village, county, or school
district.

The people of the state of Wisconsin, represented in senate and assembly, do
enact as follows:

SecTION 1. 40.51 (8) of the statutes, as affected by 2009 Wisconsin Act 28, is
amended to read:

40.51 (8) Every health care coverage plan offered by the state under sub. (6)
shall comply with ss. 631.89, 631.90, 631.93 (2), 631.95, 632.72 (2), 632.746 (1) to (8)
and (10), 632.747, 632.748, 632.792, 632.83, 632.835, 632.85, 632.853, 632.855,
632.87 (3) to (6), 632.885, 632.895 (5m) and (8) to (17), and 632.896.

SECTION 2. 40.51 (8m) of the statutes, as affected by 2009 Wisconsin Act 28, is
amended to read:

40.51 (8m) Every health care coverage plan offered by the group insurance
board under sub. (7) shall comply with ss. 631.95, 632.746 (1) to (8) and (10), 632.747,

632.748, 632,792, 632.83, 632.835, 632.85, 632.853, 632.855, 632.885, and 632.895

(11) to (17).

SEcTION 3. 66.0137 (4) of the statutes, as affected by 2009 Wisconsin Act 28,
is amended to read:

66.0137 (4) SELF-INSURED HEALTH PLANS. If a city, including a Ist class city, or
a village provides health care benefits under its home rule power, or if a town

provides health care benefits, to its officers and employees on a self-insured basis,
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SECTION 3

| the self-insured plan shall comply with ss. 49.493 (3) (d), 631.89, 631.90, 631.93 (2),
2 632.746 (10) (a) 2. and (b) 2., 632.747 (3), 632.792, 632.85, 632.853, 632.855, 632.87

3 (4), (56), and (6), 632.885, 632.895 (9) to (17), 632.896, and 767.513 (4).

4 SECTION 4. 120.13 (2) (g) of the statutes, as affected by 2009 Wisconsin Act 28,
5 is amended to read:

6 120.13 (2) (g0 Every self-insured plan under par. (b) shall comply with ss.

7 49.493 (3) (d), 631.89, 631.90, 631.93 (2), 632.746 (10) (a) 2. and (b) 2., 632.747 (3),
8 632.792, 632.85, 632.853, 632.855, 632.87 (4), (5), and (6), 632.885, 632.895 (9) to
9 (17), 632.896, and 767.513 (4). @C‘L«aygeg r Clinie,

10 SECTION 5. 146.97 of the statutes is created to read:

Services

(1) In this section:

.

146.97 MHealth care facility use char
5Y
o

’)@ “Clinic” means a place that is used primarily for the provisienof services
0

a health care provider.

b)) “Health care facility” has the meaning given in s. 146.997 (1) (c¢) and includes

(O
15 a clinic and an ambulatory surgery center, as defined in s. 153.01 (1g).
16 _9_4:) ‘Health care provider” has the meaning given in s. 146.81 (1) (a) to
| () n a billoc
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Sq’r\}\‘ﬁ .

BY-dfing apatient’s office-visit with-a_health-care

IQ\Q@ the health care fac1hty or health care provider shall do all of the followmg

I;“)S (»«»\20 //’677% tt}e t1me themép‘[;eh;ti;lent is mééié”rfo}&; ?he i)at;ewhot' grally that {hex
e )
%w 20 2T ealth care famhtyhse charge will be 1mposed and that the patlent should check with /
/
22 s or her insurer to det mn whethe th ‘that char e
hl Isur ermine whether the insurer ioygi that cha "g»—ww uesk

he end of the next business day after the day:on which the,(

(b) A
app B is made, provide the patient with a good faith estimate of the FOr o i‘
. thy,

Se,
@ eJ,ther as a specxﬁc doltar amount or as a dollar range that mclu&lé&at\eaﬁ FV'C%

g A A ST 'i
,éja

U‘DOKX r“(’CLUPJ“ 04\- ﬂne pahg, “+ N b@ﬁar o




| Clhnic servtmcwarge,

LRBs0144/1
2009 - 2010 Legislature -4 - TJD:gjs:ph
SECTION 5

e AT i
G IS T 2P e e R A B A S ST ST .
R

="

e,
over a 12 month perlod that ended w1thm 6 months B”fe{e the date o

"5;

An estlmate that is p d in the mall before the end of ths next business Hay is

ro\tded w\thm thie time req\h‘ed under this paragrigh) Chav :MQO.«

S

(0 Identlfy in any bill for the office visit the (health car§{acility use charg® as

11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

—
80 percent ‘of the health care fac111tys or health care prov1der Biaahty u\s‘e%is\
e estima

Y

JA

m
Servw e

@ The facility or the provider may charge to the patient an actu

for clinic

For chimiC Services =
chargefthat is different from the good faith estimate of charge( Sery; s

provided under sub. (2) (b).

SECTION 6. 185.981 (4t) of the statutes, as affected by 2009 Wisconsin Act 28,
is amended to read:

185.981 (4t) A sickness care plan operated by a cooperative association is
subject to ss. 252.14, 631.17, 631.89, 631.95, 632.72 (2), 632.745 to 632.749, 632.792,
632.85, 632.853, 632.855, 632.87 (2m), (3), (4), (5), and (6), 632.885, 632.895 (10) to
(17), and 632.897 (10) and chs. 149 and 155.

SECTION 7. 185.983 (1) (intro.) of the statutes, as affected by 2009 Wisconsin
Act 28, is amended to read:

185.983 (1) (intro.) Every such voluntary nonprofit sickness care plan shall be
exempt from chs. 600 to 646, with the exception of ss. 601.04, 601.13, 601.31, 601.41,
601.42, 601.43, 601.44, 601.45, 611.67, 619.04, 628.34 (10), 631.17, 631.89, 631.93,
631.95, 632.72 (2), 632.745 to 632.749, 632.775, 632.79, 632.792. 632.795, 632.85,
632.853, 632.855, 632.87 (2m), (3), (4), (5), and (6), 632.885, 632.895 (5) and (9) to (17),
632.896, and 632.897 (1~0) and chs. 609, 630, 635, 645, and 646, but the sponsoring
association shall:

SECTION 8. 609.895 of the statutes is created to read:
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13 @ ((e)) “Self-insured health plan” has the meaning given in s. 632. 85 (1) ().

14 (2) REQUIRED DISCLOSURE. Every disability insurance policy and every
15 self-insured health plan shall disclose of all of the following in any policy, plan, or
16 certificate of coverage: “ ?Or‘
17 (a) Whether the policy or plan covers atealth care facility use charge./ Climc )
Ao Services
18 (b) The extent of, and limitations on, coverage of a Yealth care facility u%
19 chargef\ for clinic geruces |
20 () Whether a patient’s payment for all or part of am
rFor clivig Services .
21 charge counts toward satisfying any deductlble amount under the policy or plan.
22 SEcTION 10. Initial applicability.
23 (1) The treatment of sections 40.51 (8) and (8m), 66.0137 (4), 120.13 (2) (g),
24 185.981 (4t), 185.983 (1) (intro.), 609.895, and 632.792 of the statutes first applies

25 to all of the following:
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SECTION f()

(a) Except as provided in paragraphs (b) and (c), disability insurance policies
that are issued or renewed, and governmental or school district self-insured health
plans that are established, extended, modified, or renewed, on the effective date of
this paragraph.

(b) Disability insurance policies covering employees who are affected by a
collective bargaining agreement containing provisions inconsistent with this act
that are issued or renewed on the earlier of the following: |

1. The day on which the collective bargaining agreement expires.

2. The day on which the collective bargaining agreement is extended, modified,
or renewed. |

() Governmental or school district self-insured health plans covering
employees who are affected by a collective bargaining agreement containing
provisions inconsistent with this act that are established, extended, modified, or
renewed on the earlier of the following:

1. The day on which the collective bargaining agreement expires.

2. The day on which the collective bargaining agreement is extended, modified,
or renewed.

SecTion 11. Effective dates. This act takes effect on the day after publication,
except as follows:

(1) The treatment of sections 40.51 (8) and (8m), 66.0137 (4), 120.13 (2) (g),
185.981 (4t), 185.983 (1) (intro.), 609.895, and 632.792 of the statutes and SECTION
10 of this act take effect on January 1, 2011.

(END)
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INSERT A-1

This substitute amendment requires a health care facjhity or health care
provider that itemizes a charge for clinic services to notify & patient that it may
impose the charge for clinic services in addition to the charge for services provided
by the health care provider during an office visit. The health care facility or health
care provider must make the notification orally at the timé the appointment is made
if the patient makes the appointment in person or by tel¢phone and electronically or
in writing within 24 hours after the appointment is nmyade if the patient makes the
appointment electronically. Upon request of the patjent, the health care facility or
health care provider must provide the patient wi¢h a good faith estimate of the
charge for clinic services before the end of the next business day after the day the
patient makes the request for the estimate. Op/any bill imposing the charge, the
health care facility or health care provider §must identify the charge as a “charge for
clinic services” but may charge an amount different from the amount given in a good
faith estimate. A health care facility or health care provider is not required to make
the notification that a charge for clinic services may be imposed if the health care {£
facility or health care provider provided the notification for a previous officelg
visit for the same services within 90 days before the appointment is made if the
patient makes the appointment in person or over the telephone or within 90 days
before the health care facility or health care provider receives the appointment
request if the patient makes the appointment electronically.

INSERT 3-14 ’/q'@

“Charge for clinic services” means a billing charge by a health care facility

or a health care provider for use of the health care facility during a patient’s office
visit with a health care provider indicated by a billing code for clinic services under
the Healthcare Common Procedure Coding System, as described in 45 CFR
162.1002.

INSERT 3-20
(a) 1. If a patient makes an appointment for an office visit in person or over the

telephone, notify the patient orally at the time the appointment is made that the
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patient may receive, in addition to a charge for the services provided by the health
care provider during the office visit, a charge for clinic services, which may be on a
separate bill, and advise that the patient check with his or her insurer to determine
whether the insurer covers the charge.

2. If a patient makes an appointment for an office visit electronically, notify the
patient electronically or in writing within 24 hours of the health care provider
receiving the electronic appointment request that the patient may receive, in
addition to a charge for the services provided by the health care provider during the
office visit, a charge for clinic servicgi}S which may be on a separate bill, and advise that
the patient check with his or her insurer to determine whether the insurer covers the

charge.

INSERT 4-7

(8) The health care facility or health care provider is not required to provide
the notification under sub. (2) (a) 1. or é/.for an office visit if the health care facility
or health care provider provided the patient with the notification under sub. (2) (a)
l.for 2./for a previous office visit for the same services within one of the following
periods:

(a) Ninety days before the appointment is made if the patient makes the
appointment in person or over the telephone.

(b) Ninety days before the health care facility or health care provider receives

the appointment request if the patient makes the appointment electronically.

(END)
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To Tara Vasby:

Please review this substitute amendment to ensure it complies with your intent. This
substitute amendment is based on Assembly Substitute Amendment 1 and the simple
amendment to that substitute amendment. I have also incorporated the requested
additional changes but have changed the wording in some places. Please note that the
requested change regarding the revenue codes is incorporated in a definition of “charge
for clinic services.”

Please note that I also made an additional change to the paragraph requiring the good
faith estimate. Since the good faith estimate is only required upon the patient’s
request, I attached the time limit for providing the good faith estimate to the making
of the request instead of the making of the appointment. The patient may not request
the estimate until more than one business day after the appointment is made,
especially when the patient makes the appointment electronically and the health care
facility has 24 hours to notify the patient that the charge for clinic services may be
imposed. Using the patient’s request as the trigger for the deadline solves this
problem. Please let me know if you would like to return tol ﬂ evious language for this

provision.

Tamara J. Dodge

Legislative Attorney

Phone: (608) 267-7380

E-mail: tamara.dodge@legis.wisconsin.gov
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To Tara Vasby:

Please review this substitute amendment to ensure it complies with your intent. This
substitute amendment is based on Assembly Substitute Amendment 1 and the simple
amendment to that substitute amendment. I have also incorporated the requested
additional changes but have changed the wording in some places. Please note that the
requested change regarding the revenue codes is incorporated in a definition of “charge
for clinic services.”

Please note that I also made an additional change to the paragraph requiring the good
faith estimate. Since the good faith estimate is only required upon the patient’s
request, I attached the time limit for providing the good faith estimate to the making
of the request instead of the making of the appointment. The patient may not request
the estimate until more than one business day after the appointment is made,
especially when the patient makes the appointment electronically and the health care
facility has 24 hours to notify the patient that the charge for clinic services may be
imposed. Using the patient’s request as the trigger for the deadline solves this
problem. Please let me know if you would like to return to the previous language for
this provision.

Tamara J. Dodge

Legislative Attorney

Phone: (608) 267-7380

E-mail: tamara.dodge@legis.wisconsin.gov




Dodge, Tamara

From: Vasby, Tara

Sent: Wednesday, January 20, 2010 9:07 AM
To: Dodge, Tamara

Subject: Last changes to AB207

Tamara,

| think we are almost done with this now. Can | have the following changes incorporated into a Sub
3 (so we have a clean document to work from) and then before we send it to the chief clerk, I'd like a
preliminary copy - so as to avoid a Sub 4!

Based on the language in Sub 2 -

Page 4 - line 11. End the sentence after "separate bill" and delete the remaining language of lines
11 and 12.

Page 4, line 20. We need to make a change to allow two business days instead of the next business
day.

Page 5, line 6 and line 8 - change references from 90 days to 1 year.

Dick Sweet also made some notes that I've attached. Your thoughts?

I noticed a couple of other issues regarding the sub. The first sub deleted some references
to office visits, and the second sub puts some back in. Was that intended? I don't know that
these appointments are all office visits; the term isn't defined in the sub.

As I mentioned the other day, you may want to add back into the second sub the language
from the first sub that says that if an estimate is put in the mail by the end of the next
business day, this satisfies the requirement.

If you have any questions, please let me know. The end goal is to exec this bill oThanks
much! -

Tara Vasby
Leg. Assistant
Rep. Chuck Benedict




Dodge, Tamara

From: Vasby, Tara '
Sent: Thursday, January 21, 2010 9:04 AM
To: Dodge, Tamara

Subject: AB207 - question on some language
Tamara,

First - | found the stripes for ASA2 that didn't get sent to the Chief Clerk so it hasn't been introduced.
So, | can send those back to you and we can keep working on the Sub 2.

Second - there have been questions raised about the wording on page 5, Sub 3 relating to the
recurring appointments. Children's Hospital and Dick Sweet have now interpretted the language to
mean that annual notice must be given to patients who have recurring appointments - even if those
appointments continue longer than 12 months (sub currently reads 90 days). Do you also read it that
way?

The intent was to only verbally notify patients of the the facility fee at their first appointment and then
if they had recurring appointments for the same thing over a period of time, they would not need to
be notified again for that next appointment. Even if they had 18 monthly visits, they would only need
to be told orally when they schedule the first one.

Dick Sweet suggested the following language, but | read it as not having to notify patients who are
already getting written notification. Which creates an ugly loophole for other hospitals. Perhaps | am
reading it wrong?

| would appreciate your insight.
Thanks!

Tara Vasby

Leg. Assistant

Rep. Chuck Benedict

(3m) The health care provider is not required to provide oral notification under sub. 2)(a)l.
for an office visit that occurs after the period specified in sub. (3)(a) or (b) if the facility or
provider if the provider did all of the following;:

(a) Provided oral notification at least once for a previous office visit for the same services.

(b) Provided written notification of the information required under sub. (2)(a)1. for an office
visit within the previous 12 months (90 days?) for the same services.

(c) Provided written notification of the information required under sub. (2)(a)l. for the current
office visit for the same services.




Dodge, Tamara

From: Vasby, Tara '

Sent: Monday, January 25, 2010 11:07 AM
To: Dodge, Tamara

Subject: RE: AB207 - recurring appointments
Tami,

Dick Sweet called and we talked about the language of "office visit". He suggested perhaps use
"health care facility visit" since health care facility is already defined?

Tara Vasby
Rep. Benedict
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From: Vasby, Tara

Sent:  Tuesday, January 26, 2010 9:41 AM
To: Dodge, Tamara

Subject: FW: AB207 - recurring appointments

Tami,

After a few emails back and forth, the Hospitals are okay with Dick Sweet's suggestions (based on
your language). They are in bold below. I've also attached the suggestion of Michelle Mettner of
Children's Hospital for your reference.

Thanks for your work on this!
I've also got a small change to the Menu Labeling bill coming your way shortly.
Tara Vasby

Leg. Assistant
Rep. Chuck Benedict

From: Sweet, Richard
Sent: Monday, January 25, 2010 1:43 PM
To: 'Mettner, Michelle’; Melissa Duffy; Vasby, Tara; 'Paul Merline' -
Subject: RE: AB207 - recurring appointments

Michelle, I'm assuming that you want to add to par. (b) that the required notice was given at
some point in time prior to the 12-month period. Also, shouldn't par. (a) also include the
requirement that the notice was given when the patient received the same services? How about
something along the following lines:

(3) The health care facility or health care provider is not required to provide the
notification under sub. (2)(a) 1. or 2. in either of the following situations:

(a) The facility or provider provided the patient with the notification under sub. (2)(a) 1.
or 2. for an office visit for the same services within the previous 12 months. |

(b) The facility or provider provided the patient with the notification under sub. (2)(a) 1.
or 2. for an office visit for the same services before the previous 12 months and the patient
has also received the same services within the previous 12 months.

Let me know if this is too complicated and maybe it can be pared down.

Dick Sweet

Senior Staff Attorney
Wisconsin-Legislative Council
(608)266-2982
richard.sweet@]legis.wisconsin.gov

1/26/2010
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From: Mettner, Michelle [mailto:MMettner@chw.org]
Sent: Monday, January 25, 2010 1:14 PM

To: Melissa Duffy; Vasby, Tara; 'Paul Merline'

Cc: Sweet, Richard

Subject: RE: AB207 - recurring appointments

Hi all: I agree that the language appears more confusing than the clarification sought, and I also very much
appreciate that we are working on addressing Children's conern. Itis nota hypothetical; a real issue for us, so 1
thank you.

Melissa's point is a fair one. I think we all agree that oral notification be given to ali new patients and that if a patient
has not been seen by the same health care facility/provider in 12 months, he/she be considered "new" and therefore
receive oral notification again. Here is a simpler language suggestion for your consideration:

(3) The health care facility or health care provider is not required to provide the notification under sub. (2) (a)
1. or 2. for an office visit if in the prior twelve months from scheduling:

(a) the health care facility or health care provider provided notice to the patient under sub. (2) (a) 1. or 2.or
(b) the patient had been seen by the same health care facility or health care provider for the same condition.

This language still limits the fact that if the provider has not seen the patient in 12 months, oral notification at the
time of scheduling is required. It also allows for the recurring appointments to be covered and not require redundant
notification.

Michelle

Michelle 1. Mettner

Vice President, Government Relations & Advocacy
Children's Hospital & Health System

(414) 266-5434 (direct)

(414) 477-4938 (mobile)

1/26/2010
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ASSEMBLY SUBSTITUTE AMENDMENT, %/S
TO 2009 ASSEMBLY BILL 207

AN ACT #o amend 4051 (8), 40.51 (8m), 66.0137 (4), 120.13 (2) (g), 185.981 (4t)
and 185.983°(1) (intro.); and to create 146.97, 609.895 and 632.792 of the
statutes; relating to: requiring that patients be informed of any charge for

clinic services and requiring disclosure of insurance coverage of a charge for

.. . heal ilid
clinic services. 2 hegfil:\ cave ﬁg}%%;g
/

Analysis by thd"Legislative Reference Bureau

This substitute amendment requires a health care facility or health care
provider that itemizes a charge far clinic services to notify a patient that it may
impose the charge for clinic services\in addition to the charge for services provided
by the health care provider during an officovisit. The health care facility or health
care provider must make the notification orally at the time the appointment is made
if the patient makes the appointment in person or by telephone and electronically or
in writing within 24 hours after the appointment is made if the patient makes the
appointment electronically. Upon request of the patient, the health care facility or
health care provider must provide the patient with a good faith estimate of the
charge for clinic services before the end of the fiexDbusiness day after the day the
patient makes the request for the estimate. On/any bill imposing the charge, the
health care facility or health care provider must gdentify the charge as a “charge for

econd

2
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clinic services” but may charge an amount different from the amount given in a good
faith estimate.

appoint tin perso over the belephone or'within 90 days before the

health care facility or health care provider receives the apmest if the
atient makes the appomtmeW

eginning on January 1, 2 this substitute amendment also requires health
insurance policies and self-insured governmental and school district health plans to
disclose in a policy, plan, or certificate of coverage all of the following regarding the
charge for clinic services: whether the policy or plan covers a charge for clinic services
and to what extent the charge is covered, whether the policy or plan imposes
limitations on the coverage of the charge for clinic services, and whether a patient’s
payment of all or part of the charge for clinic services counts toward any deductible
under the policy or plan. The disclosure requlrement applies to individual and group
health insurance policies, including limited service health organizations, preferred
provider plans, defined network plans, and cooperative sickness care associations;
to health care plans, including a self-insured plan, offered by the state to its
employees; and to self-insured health plans of a city, town, village, county, or school
district.

The people of the state of Wisconsin, represented in senate and assembly, do
enact as follows:

SECTION 1. 40.51 (8} of the statutes, as affected by 2009 Wisconsin Act 28, is
amended to read:

40.51 (8) Every health care coverage plan offered by the state under sub. (6)
shall comply with ss. 631.89, 631.90, 631.93 (2), 631.95, 632.72 (2), 632.746 (1) to (8)
and (10), 632.747, 632.748, 632.792, 632.83, 632.835, 632.85, 632.853, 632.855,
632.87 (3) to (6), 632.885, 632.895 (5m) and (8) to (17), and 632.896.

SECTION 2. 40.51 (8m) of the statutes, as affected by 2009 Wisconsin Act 28, is
amended to read:

40.51 (8m) Every health care coverage plan offered by the group insurance
board under sub. (7) shall comply with ss. 631.95, 632.746 (1) to (8) and (10), 632.747,

ealth care Tacility or Kealth ¢: care provui’“ r 1s;10t requlrea t6 mgﬂi’“«

the notification that a ¢ ge for chmc services ma,y be 1mposed if the health care 1

ility or health care prov1der prov1ded e notlﬁcatl for a prevmus office ‘vusat for\ f
le\%&serwce within 90 & before e appom nt is mada.if the patlent |
akes t
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SECTION 2

632.748, 632.792, 632.83, 632.835, 632.85, 632.853, 632.855, 632.885, and 632.895
(11) to (17).

SECTION 3. 66.0137 (4) of the statutes, as affected by 2009 Wisconsin Act 28,
is amended to read:

66.0137 (4) SELF-INSURED HEALTH PLANS. If a city, including a 1st class city, or
a village provides health care benefits under its home rule power, or if a town
provides health care benefits, to its officers and employees on a self-insured basis,
the self-insured plan shall comply with ss. 49.493 (3) (d), 631.89, 631.90, 631.93 (2),
632.746 (10) (a) 2. and (b) 2., 632.747 (3), 632.792, 632.85, 632.853, 632.855, 632.87
4), (5), and (6), 632.885, 632.895 (9) to (17), 632.896, and 767.513 (4).

SECTION 4. 120.13 (2) (g) of the statutes, as affected by 2009 Wisconsin Act 28,
is amended to read:

120.13 (2) (g) Every self-insured plan under par. (b) shall comply with ss.
49.493 (3) (d), 631.89, 631.90, 631.93 (2), 632.746 (10) (a) 2. and (b) 2., 632.747 (3),
632.792, 632.85, 632.853, 632.855, 632.87 (4), (5), and (6), 632.885, 632.895 (9) to
(17), 632.896, and 767.513 (4).

SECTION 5. 146.97 of the statutes is created to read: h@ﬂ.m’\ care. 'CQCi l rﬁj

146.97 Charges for clinic services. (1) In this section:

(a) “Charge for clinic services” means a billing charge by a health care faci

visit with a health care provider indicated by a billing code for clinic services under

or a health care provider for use of the health care facility during a patient’s

the Healthcare Common Procedure Coding System, as described in 45 CFR
162.1002.
(b) “Clinic” means a place that is used primarily for the provision of services

of a health care provider.
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/ SECTION 5

(c) “Health care facility” has the meaning given in s. 146.997 (1) (c) and includes
a clinic and an ambulatory surgery center, as defined in s. 153.01 (1g).
(d) “Health care provider” has the meaning given in s. 146.81 (1) (a) to (k).
Except os 'Prov:df’d in subo (3)p

(2)} health care facility or a health care prov1der itemizes on a bill a charge

for clinic services, the health care facﬂlty or health care prov1der shall do all of the

following: (bga Hq CGre -CQCK‘ M e

(a) 1. If a patient makes an appointmsit in person or over the

telephone, notify the patient orally at theTime the appointment is made that the

patient may receive, in addition to a charge for the services provided by the health

care provider during the @3 visit, a charge for clinic services, which may be on a

TR e ...._Lw e
P

separate bill and advise that the patient chéck w1th hls or her insurer to d‘eterm@\k
Whether the 1nsurer covers the char T e -
"’% /";a\ wa__@agw rfvg

2. If a patlent makes an appomtment for isit electronically, notify the I/

patient electronically or in writing w1 hm 24 hours of the health care provider
receiving the electronic appointment request that the patient may receive, in

addition to a charge for the services provided by the health care provider during the

17 ‘Q@wslt a charge for clinic services, which may be on a separate bll axii adms\\\

O"’ .
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that ‘the, patlent check-with his Qr her\ insurer tg detegmlna Whe’ther the 1nsureij

coversthe charg P 2 f\C, \/
(b) Upon request of the patient and before the end of the iness day after
the day on which the request is made, provide the patient with a good faith estimate

of the charge for clinic services.

(¢) Identify in any bill for the visit the charge for clinic services as a “clinic
service charge.” ~he alth coare ‘\@C { ):*8 l/
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SECTION §

M\

ealth caye facility

1. or \2\ for a previous oﬁ'ice v1\s1t for th\e\same serwces within one o\t\he foll

eriods \\ \\;' " \ \\ \\\\ \\\ ,,

ty days fo e the appomtment is made\the patlent rh@kes the)

ent i, Person or oVer the telephone ; *&\
. ‘ A,

(b\?\Nmety days before the health care fac1lltyor health care‘\prowder receives -

or kkealth care\growder p}qwded the gatient wit the notXication hynder suby (2) (a)

th‘e\appomtment request 1f‘ the patlent makes the appomtment electromcelly’_//

ks ARSI

1 ol (4) TheYfacility or the)provider may charge to the patient an actual charge for
are
Tnic services that is different from the good faith estimate of the charge for clinic

11@&1‘\

12 services provided under sub. (2) (b).

13 SECTION 6. 185.981 (4t) of the statutes, as affected by 2009 Wisconsin Act 28,
14 is amended to read:

15 185.981 (4t) A sickness care plan operated by a cooperative association is
16 subject to ss. 252.14, 631.17, 631.89, 631.95, 632.72 (2), 632.745 to 632.749, 632.792,
17 632.85, 632.853, 632.855, 632.87 (2m), (3), (4), (5), and (6), 632.885, 632.895 (10) to
18 (17), and 632.897 (10) and chs. 149 and 155.

19 SECTION 7. 185.983 (1) (intro.) of the statutes, as affected by 2009 Wisconsin
20 Act 28, is amended to read:

21 185.983 (1) (intro.) Every such voluntary nonprofit sickness care plan shall be
22 exempt from chs. 600 to 646, with the exception of ss. 601.04, 601.13,601.31, 601.41,
23 601.42, 601.43, 601.44, 601.45, 611.67, 619.04, 628.34 (10), 631.17, 631.89, 631.93,
24 631.95, 632.72 (2), 632.745 to 632.749, 632.775, 632.79, 632.792, 632.795, 632.85,
25 632.853, 632.855, 632.87 (2m), (3), (4), (5), and (6), 632.885, 632.895 (5) and (9) to (17),
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SECTION 7

632.896, and 632.897 (10) and chs. 609, 630, 635, 645, and 646, but the sponsoring
association shall:

SECTION 8. 609.895 of the statutes is created to read:

609.895 Disclosure of charge for clinic services cdverage. Limited
service health organizations, preferred provider plans, and defined network plans
are subject to s. 632.792.

SECTION 9. 632.792 of the statutes is created to read:

632.792 Disclosure of charge for clinic services coverage. (1)
DEFINITIONS. In this section:

(a) “Charge for clinic services” has the meaning given in s. 146.97 (1) (a).

(b) “Disability insurance policy” has the meaning given in s. 632.895 (1) (a).

(¢c) “Self-insured health plan” has the meaning given in s. 632.85 (1) (¢).

(2) REQUIRED DISCLOSURE. Every disability insurance policy and every
self-insured health plan shall disclose of all of the following in any policy, plan, or
certificate of coverage:

(a) Whether the policy or plan covers a charge for clinic services.

(b) The extent of, and limitations on, coverage of a charge for clinic services.

(c) Whether a patient’s payment for all or part of a charge for clinic services
counts toward satisfying any deductible amount under the policy or plan.

SEcTION 10. Initial applicability.

(1) The treatment of sections 40.51 (8) and (8m), 66.0137 (4), 120.13 (2) (g),
185.981 (4t), 185.983 (1) (intro.), 609.895, and 632.792 of the statutes first applies
to all of the following:

(a) Except as provided in paragraphs (b) and (c), disability insurance policies

that are issued or renewed, and governmental or school district self-insured health
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SECTION 10

plans that are established, extended, modified, or renewed, on the effective date of
this paragraph.

(b) Disability insurance policies covering employees who are affected by a
collective bargaining agreement containing provisions inconsistent with this act
that are issued or renewed on the earlier of the following:

1. The day on which the collective bargaining agreement expires.

2. The day on which the collective bargaining agreement is extended, modified,
or renewed.

(¢) Governmental or school district self-insured health plans covering
employees who are affected by a collective bargaining agreement containing
provisions inconsistent with this act that are established, extended, modified, or
renewed on the earlier of the following:

1. The day on which the collective bargaining agreement expires.

2. The day on which the collective bargaining agreement is extended, modified,
or renewed.

SECTION 11. Effective dates. This act takes effect on the day after publication,
except as follows:

(1) The treatment of sections 40.51 (8) and (8m), 66.0137 (4), 120.13 (2) (),
185.981 (4t), 185.983 (1) (intro.), 609.895, and 632.792 of the statutes and SECTION
10 of this act take effect on J anuary 1, 2011.

(END)
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1 INSERT A

A health care facility or health care provider is not required to make the
notification that a charge for clinic services may be imposed if either 1) the health
care facility or health care provider provided the notification within the 12 months
before the appointment is requested for a health care facility visit for the same
services or 2) the health care facility or health care provider previously provided the
notification and the patient had a health care facility visit for the same services
within the 12 months before the appointment is requested.

2

3 INSERT 5-1

4 (3) A health care facility or Jealth care provider is not required to provide the
5 notification for an appoigﬁ;ygpt ﬁnder sub. (2) (a) 1. or 2. if one of the following
6 applies:

7 (a) Within the/12 months immediately preceding the patient’s request for the
8 apf)ointment to receive health care servi@ Rthe health care facility or health care
9 providerg v_p&tigxignd sub. (2) (a) 1. or 2. for a health care facil';‘;y visit

10 for the same services. pfov{é}@ e Cq@ P

11 (b) Before the patient requested the appointment @ recw

12 4 the health care facility or health. (iaie provider fiotifiedthe patient under

@ sub. (2) (a) 1. or %@for a health care 'sitphe same services, and the patient

14 had a visit for the same services within the 12 o%trils immediately preceding the -

15 patient’s request for the appointment. A .

16 (END) } P fovided A
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